Early and effective Pain Management 2. Early referral to Physiotherapy 3. Monitoring 4. Escalation for rib fracture fixation (where appropriate) 5. Considerations in the Elderly
Patients who sustain a number of isolated rib fractures can be easily and well managed in a Trauma Unit and do not necessitate a transfer to the Major Trauma Centre (MTC). However, in the context of an unstable patient with a severe chest injury e.g. large haemothorax with ongoing bleeding or poly trauma the usual mechanism of referral to the MTC should be adhered to.
Pain Management
The algorithm below details an evidence based acute pain management pathway developed by the UHCW NHS Trust Acute Pain Service.
Calculation of a rib fracture score will give an indication of which step to commence analgesia at.
Local acute pain services should be utilised to provide additional input.
A rib fracture score should be calculated and analgesia should be commenced as soon as possible in the Emergency Department. Any inpatients with 2 or more rib fractures should be referred to Physiotherapy for screening and treating as appropriate.
Patients with single rib fracture impacting on co-morbidities/ requiring high levels of oxygen support or deemed to be sputum retaining can be managed using this guidance.
(Note -also consider the impact of sternum fractures with or without rib fractures. They can be extremely painful and are likely to impact on respiratory function and ability to use walking aids due to the sternum's role stabilising the thorax and upper limb function).
MANAGEMENT CONSIDERATIONS.
Ensure pain relief is optimised. Please also see attached a copy of the patient information leaflet for patients which you are free to use.
Patient Information

Physiotherapy: Broken Ribs
You have been given this information because you have been diagnosed with broken ribs. Your rib injuries should heal themselves, though this may take as long as two or three months. You may experience significant pain and this may increase for the first few days after your injury.
The importance of deep breathing and coughing exercises with broken ribs:
Most problems after breaking your ribs will relate to your lungs. Due to pain around your chest, your breathing may be shallow, and your cough may be weak. This can cause phlegm to build up in the lungs, which can lead to a chest infection or pneumonia.
You will be advised to do deep breathing exercises (see below) by your medical team, nursing team or physiotherapist. Please do these exercises regularly to minimise the risk of you getting a chest infection.
Breathing exercises
 Carry out your breathing exercises each waking hour throughout your hospital stay.  Your nurse or physiotherapist will show you the positions in which to do the exercises. This will usually be sitting, in the upright position if your other injuries allow this.  Breathe slowly in through your nose and out through your mouth. Breathe in fully, drawing air to the bottom of your lungs. Do this six times, holding every third breath for five seconds.  Cough deeply from your stomach to your throat.  You may or may not cough up some phlegm.  If you cough up some phlegm spit it into a pot or tissue and repeat the cycle until you are no longer coughing up any phlegm.  Repeat the exercises every waking hour.  If pain is preventing you from performing these exercises regularly, do inform your nurse so that you receive the right amount and type of pain relief.
Walking (under guidance from your medical team/ nursing team/ physiotherapist)
When your condition allows, nursing staff or the physiotherapist will help you to sit in a chair and to walk. This may be on the day of your hospital admission. You may have oxygen, drips and drains attached but this should not stop you getting out of bed with support from staff.
Once your ability to sit out in a chair and walk on the ward by yourself has been assessed, aim to sit out at regular intervals and complete regular short walks throughout the day. Gradually increase the distance as you are able. If you have any concerns or queries regarding your exercises then please ask your nurse/ physiotherapist for advice. 
Monitoring
Oxygen administered should be humidified.
Repeat imaging of the chest 24-48 hours following admission should be considered.
Patients who require regional anaesthesia should be managed in the appropriate ward setting with staff who are competent to care for this method of analgesia.
Early referral to HDU / ITU should be considered for patients who shown signs of deterioration.
Rib Fracture Fixation
Polytrauma or unstable trauma patients requiring hyperacute transfer to the MTC for urgent intervention should be admitted via Resus the usual way by calling the regional Trauma Desk and asking to speak with the On Call ED Consultant at UHCW.
Patients with an isolated chest injury involving the following can be referred to the MTC for consideration for rib fracture fixation. These are the patients that may be suitable:
 Flail segments involving 4 or more ribs or  Multiple (more than 2) displaced rib fractures
The patient should be managed in the Trauma Unit with adequate analgesia, usually in the form of an epidural / regional block or PCA in an appropriate ward / HDU area. We are working on a formal referral process for rib fracture fixation but in the meantime please consider the following:
 For urgent concerns regarding isolated chest injuries, please discuss via UHCW switchboard 02476964000 with the Cardiothoracic Registrar On Call.
 For patients already ventilated or stable with adequate analgesia insitu, queries over rib fracture fixation should be directed to the On Call T&O Registrar. They will refer the patient to one of the Orthopaedic Consultants who performs the fixation. The response time for fixation would normally be 24-48 hours.
 During working hours Mon-Fri the Major Trauma Coordinators can be contacted on bleep 1405 via switchboard or the Pain Service bleep 2493 who will be happy to assist in ensuring the referral is received.
 Please ensure that 3D CT Scan reconstructions of the chest have been performed and sent across for review via the Image Exchange Portal under the CETN Node.
Considerations in the Elderly
The following information has been taken from the Assessment and Management of Pain in Older People Clinical Guideline CG 1782 from University Hospital Coventry & Warwickshire.
Prevalence of persistent pain in older people increases with advancing age and is under-recognised and under-treated. Older people may be reluctant to acknowledge and report pain.
Prompt referral according to the above rib fracture algorithm is important so that effective analgesia can be implemented as soon as possible.
Factors that can combine to make effective pain control more difficult in the elderly compared to younger age groups are included in guidance below:
Age-related changes that occur in pain perception and the neurophysiology of nociception Therefore, judgements by care-givers are considered to be proxy assessments of pain intensity and should be used in combination with other evidence whenever possible.
Re-evaluation:
Once a suitable assessment tool has been identified, serial assessment should be undertaken using the same.
Search for potential cause: careful physical examination should be undertaken to identify any treatable causes. Staff should be aware that pain can exist even if physical examination is normal. 
Consideration of empirical analgesic trial or other pain-relieving intervention:
Algorithm for the assessment of pain in older people
Can the person communicate successfully?
Ask whether the person has pain on rest or on movement.
Use alternative descriptors such as sore, hurting or aching 
